INTRODUCTION
A dermoscope (dermatoscope) is a non-invasive, diagnostic tool which visualizes subtle clinical patterns of skin lesions and subsurface skin structures not normally visible to the unaided eye. It has also been called a skin surface microscope, epiluminescence microscope or episcope. Some dermoscopic patterns are observed consistently with certain diseases and these then could be used for their diagnosis. Hence, this office procedure may obviate the need for a skin biopsy for diagnosis and for follow-up. The facility of storage of images and the results being immediately available are added advantages. Basically, a dermoscope is functionally similar to a magnifying lens but with the added features of an inbuilt illuminating system, a higher magnification which can be adjusted, the ability to assess structures as deep as in the reticular dermis, and the ability to record images [1] .
The basic principle of dermoscopy is transillumination of a lesion and studying it with a high magnification to visualize subtle features [2] . Light incident on skin undergoes reflection, refraction, diffraction and absorption. These phenomena are influenced by physical properties of the skin [1] .
Dermatoscopes are modified magnifying devices that permit the visualization of pigmented structures or vessels in the epidermis and superficial dermis. Because most dermoscopic structures correspond to specific histo-pathologic correlates, dermoscopy can be regarded as a link between clinical (macroscopic) and histopathologic (microscopic) morphology [3] .
The standard methods to diagnose pigmented skin lesions, such as simple clinical inspection and biopsy, vary in their reproducibility and invasiveness, and there is a need for noninvasive methods that help the clinician in day today practice. The use of dermoscopy improves the diagnostic accuracy and may contribute in discerning the behavior of pigmented skin lesions [4] .
The most important parameters that should be assessed when applying dermoscopy in general dermatology include morphological vascular patterns, arrangement of vascular structures, colors, and follicular abnormalities (where relevant)-and the presence of other specific features (clues) [5] .
The most studied dermatoscopic method for study of pigmented skin lesion is pattern analysis. Dermatoscopic patterns are mostly derived from the presence or union of 3 main dermatoscopic features: pigment network, globules and homogeneous areas. The pigment network is a grid-like network consisting of pigmented lines and hypopigmented ''holes'' and represents one of the major dermatoscopic features associated with melanocytic lesions [6] .
Dermatoscopy helps in the diagnosis of many pigmented skin lesions such as seborrheic keratosis (SK), pigmented basal cell carcinoma (BCC), hemangioma, blue nevus, atypical nevus, and cutaneous melanoma. It is 10-27% more sensitive than clinical criteria of ABCD (asymmetry, border regularity, color distribution, and diameter) in the early diagnosis of cutaneous melanoma. Dermatoscopy of melanocytic lesions increases the presurgical accuracy rate of clinical diagnosis from 50 to 85% [7] .
Undoubtedly, histopathologic examination represents the gold standard of diagnosis in dermatology, and dermoscopy was never suggested as an alternative or competitive method. In contrast, the dermatoscope is a clinical tool that should be considered similar to the stethoscope of general practitioners [8] . Dermoscopy is a valuable tool for evaluating pigmentary lesions, and it greatly enhances the clinical diagnosis of nearly all pigmented skin tumours [9] .
The present study has been undertaken to study the clinical and dermoscopic features of melanocytic nevi.
MATERIALS AND METHODS

Objectives
To study clinical and dermoscopic features of Melanocytic nevi.
Methodology
Source of data
A total of 50 patients attending dermatology attending Out Patient Department of Dermatology, Venereology and Leprosy, KVG Medical College and Hospital, Sullia, with melanocytic nevi during the period from March 2018 To August 2018 were consecutively included in the study after taking informed consent.
Method of Collection of Data
Study design
Hospital based cross sectional study.
Sample size
A total of 50 patients with Melanocytic nevi attending the Out Patient Department of Dermatology, Venereology and Leprosy, KVG Medical college and hospital, Sullia will be consecutively selected for the study.
Sample size was calculated based on a study by Senthikumar et al [10] Sample size = 4pq/d As the minimum sample size required for the study is 15.21, for the present study 50 patients with melanocytic nevi were selected.
Study instrument
Pre-prepared questionnaire, digital photograph and dermoscope.
Method of collection of data 1) Patients coming to OPD with Melanocytic nevi will be selected for the study.
2) The patients will be explained about the nature of the study and written consent of the participating patients and the guardians in case of minors will be taken. 3) A pre-structured proforma shall be used to collect baseline data. 4) A detailed history is taken, clinical and dermatological examination done. 5) The pigmented skin lesions will be evaluated using digital dermoscope. 6) A skin biopsy and histopathological examination will be done as and when necessary.
Inclusion criteria
1) Patients with Melanocytic Nevi
Exclusion criteria 1) Patients who have undergone invasive or non invasive procedure on the lesion during past 6 weeks. 2) Use of depigmenting agent.
Ethics statement
Ethical committee clearance taken and copy enclosed.
RESULTS
A total of 50 patients with melanocytic nevi were included in the study. The age of the patients ranged between 16-54 years. The mean age of the study is 33.9±8.38yrs. Majority of the patients were females. Male to female ratio was 0.78:1 ( Table 1) . Most of the patients gave chronic history. None of the lesions showed any change in appearance of lesion.
On examination face was the most common site (34%) followed by the forearm (16%). Most of the lesions were round in shape (84%) and majority of the lesions had smooth surface(64%). Majority of the lesions (52%) were of size 6-10mm, with mean diameter of 7.04±3mm.
Out of 50 patients, 11 were diagnosed with junctional nevi. For rest of the lesions, multiple diagnosis were made, because of inconclusive findings.
Dermoscopic Features
Distribution of local features-Pigment network (Fig. 1) was the most common local feature seen in all 50 lesions. Dots and globules (Fig. 2) were seen in 26 lesions (52%). Pigmentation was seen to be regular in all lesions ( Table 2) . Distribution of global structures-globular network was seen in 42 lesions and reticular network was seen in 38 lesions (Table3).
Final impression after clinical and dermoscopic examination, incidence of melanocytic nevi was as follows-junctional nevi with reticular network (Fig. 1) as most common 48%, followed by compound nevi with dots and glocules and few hair follicles (Fig. 2) 36% and congenital melanocytic nevi with fine reticular network with perifollicular hyperpigmentation (Fig. 3) was 16% (Table 4) . 
DISCUSSION
Nevi are common benign proliferations of uniform melanocytes. Although 20-30% of melanomas arise in association with pre-existing naevi, malignant transformation of naevi is a very rare event [11] .
A randomized clinical trial of dermatologists trained in dermoscopy revealed a 42% reduction in the number of unnecessary biopsies compared with using the naked eye alone [12] . Hence regular dermoscopic examination of melanocytic nevi is important for early detection of melanoma.
The most commonly involved age group in this study was 31-40 years with a mean age of 33.9 years +/-8.38. A study by Piazza et al., mean age was 8.4 ± 3.5 years [13] . A study of dermoscopic patterns of congenital melanocytic nevi by Changchien et al., showed a mean age of 35.2 years [14] . In another study of dermoscopic patterns of congenital melanocytic nevi by Cengiz et al., out of 108 patients Sixty-two participants (57.4%) were aged less than 16 years, and 46 participants (42.6%) were aged 16 and more [15] .
In this study there was female preponderance. Male to female ratio was 0.78:1. A study by Piazza et al., both male and females were equally affected [13] . In a study by Changchien et al., out of a study population of 77 individuals, there were 36 females (47%) and 41 males (53%) with male preponderance [14] . According to a study by Cengiz et al., there was similar female preponderance with 57 females out of 108 and 51 males [15].
On examination face was the most common site(34%) and next was the forearm(16%). In a study by Piazza et al., 40% of lesions were on extremities followed by 37% on trunk [13] . A study by Changchein et al., trunk was the most common site in 59.3% of patients followed by extremities [14] . Another study by Cengiz et al., 52% of lesions were on extremities followed by trunk with 40% of lesions [15] .
Out of 50, 8 lesions were present at birth. According to a study by Piazza et al., 5 out of 201 lesions were present at birth. Mean diameter of the lesions was 7.04±3 mm. A study by Piaza et al., the mean diameter of the lesions was 2.3 ± 1.4mm [13] . In this study 84% of the lesions were round followed by 16% lesions were round to oval. In a study by Changchien et al., 79% of lesions were round in shape followed by irregular shape in 14% [14] .
On dermoscopic examination, pigment network was seen in all 100% of lesions, dots and globules were noted in 42%, reticular network was seen in 76% and globular network in 84% of lesions. In a study by Piazza et al., the most prevalent dermoscopic structures observed in the lesions were dots (72.6%), followed by structureless areas (47.8%), pigment network (40.8%) and globules (28.4%). The presence of branched streaks was observed in only 5.5% of the lesions [13] . In a study by Cengiz et As presented, our observations were partially comparable with the findings of previous studies. The aim of this work was to evaluate the dermoscopic structures and patterns of Melanocytic nevi.
CONCLUSION
In our study, pigment network was seen in all 100% of lesions, globular pattern was observed in 84% and dots and globules in 42%. Dermoscopy is an evolving science. It serves as a link between macroscopic skin lesions and microscopic histopathological features.
Since it is non-invasive, it can be used in all age groups including children and elderly, reducing the need for interventional procedures like skin biopsy. Dermoscopy is a much needed investigative tool in the assessment of Melanocytic nevi.
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